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INTRODUCTION AND LITERATURE REVIEW 
Although increasing numbers of physicians, dentists, and health-care 
professionals employ hypnosis and relaxation techniques to control pain and 
reduce anxiety, clinicians have reported that many lay people are reluctant 
to engage in such procedures (Redd, Rosenberger, & Hendler, 1982). This 
reluctance may be, in part, due to negative attitudes shaped by the popular 
press. The media have often associated hypnosis with magic or the super-
natural, overdramatized its effects, and characterized the hypnotized indi-
vidual as dependent and vulnerable. It is unclear whether these negative 
attitudes are in response to the actual procedure or to the label used to 
identify it. 
The aims of the research reported here were: (a) to assess cancer 
patients' attitudes toward hypnosis and relaxation procedures used to control 
chemotherapy side effects, (b) to determine the role of procedural labels on 
patients' beliefs in and their willingness to use the behavioral procedure; 
and (c) to compare cancer patients' attitudes toward hypnosis with those of 
undergraduate students. 
Side Effects of Cancer Chemotherapy 
The aversive side effects of cytotoxic chemotherapy can compound the 
cancer patients' distress. Some patients report that the side effects of 
treatment are worse than the disease itself. Many patients feel the most 
aversive consequences are the nausea and vomiting which usually start 1 to 
2 hours after the injection and can continue for 2 to 24 hours (Frytak & 
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Moertel, 1981; Golden, 1975; Golden, Horwich, & Lokich, 1980). In addi-
tion to post-treatment side effects, between 25% and 65% of chemotherapy 
patients develop anticipatory nausea/vomiting (Redd & Andrykowski, 1982). 
The sight of the oncology nurse, the smell of the alcohol, or just the 
thought of the chemotherapy process may become stimuli that trigger the 
aversion reaction. The nausea may be so pervasive and distressing that 
patients terminate treatment and face the consequences of untreated cancer. 
Unfortunately, commonly used antiemetic drugs (e.g., the phenothia-
zines and butyrophenes) typically have little or no effect on nausea ex-
perienced before treatment (Chang, 1981). Because the process of developing 
anticipatory nausea /vomiting is believed to be the result of inadvertant 
respondent conditioning (Redd, Andresen, & Minagawa, 1982), interest has 
focused on the use of behavioral methods of control. A major focus of 
initial research on anticipatory nausea control has been the use of hypnosis 
in conjunction with pleasant, relaxing imagery . Early clinical reports 
(Dash, 1980; Dempster, Balson, & Whalen, 1976; LeBaw, Holton, Tewell, 
& Eccles, 1975) consistently reported that this technique effectively reduced 
both pre- and postchemotherapy nausea and vomiting as well as distress. 
However, no quantifiable data were collected. 
Redd, Andresen, and Minagawa ( 1982) employed deep muscle relaxation 
hypnosis to effectively control anticipatory vomiting in cancer patients. 
Unfortunately, Redd and his colleagues encountered fears and misconceptions 
about hypnosis ( Redd, personal communication, March 1982). Although 
patients expressed distress from nausea and vomiting associated with chemo-
therapy and had their oncologist's endorsement that the hypnosis procedure 
was effective, many refused to participate . They referred to popular litera-
ture and the entertainment industry which have characterized the procedure 
as a method of mind control. The few patients who actually observed 
some type of hypnosis procedure reported the participants behaving in 
an embarrassing manner (e .g., acting like a chicken). 
Research on Attitudes Toward Hypnosis 
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Our understanding of patients' attitudes regarding hypnosis is based 
solely on anecdotal reports (e.g., Shevrin, 1972). As early as 1892, 
Van Eiden expressed regret that the words hypnotism and hypnosis were 
ever used in conjunction with suggestive therapeutics because of the preju-
dice, confusion, and misunderstanding involved (Tinterow, 1970). In an 
attempt to understand why individuals are so fearful of hypnosis, Ludwig 
( 1963) noted that fictional works depict the hypnotist and subject in stereo-
typic roles; the hypnotist is a demonic, older man while the subject is a 
helpless, naive female victim. 
Mo re recently, when Schafer ( 1976) offered hypnosis as a method of 
pain control to patients on a burn unit, patients' reactions ranged from 
absolute refusal to skepticism and acceptance, to an almost fervent desire 
to be hypnotized. He noted that refusals were often associated with 
"religious reasons, 11 and that males were more likely to refuse the treatment 
than females. However, once patients tried hypnosis and experienced pain 
relief, they felt more positive about the procedure. Gardner and Hinton 
( 1980) found similar resistance in parents of medically ill children: A 
substantial number of parents believed that hypnosis involves demons 
or witchcraft and, therefore, refused it on religious grounds. Episcopalians, 
Baptists, and Jehovah's Witnesses expressed the most fears . 
As part of an examination of subject characteristics in hypnosis research, 
London and his colleagues (London, 1961; London, Cooper, & Johnson, 1962) 
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assessed college students• experiences, interests, and opinions regarding 
hypnosis. In this research they employed a survey (London, 1961) com-
posed of 16 statements reflecting facts and popular misconceptions about 
hypnosis ( see Appendix A). Six hundred forty-five students in an intro-
ductory psychology class responded 11 true11 or 11 false11 to each item based 
on their personal opinion, and then responded as they thought the general 
public would. Students tended to disagree with the statements that sug-
gest hypnosis is a negative experience (e.g., loss of control, memory 
loss, humiliation), yet they stated that the general public would endorse 
these negative items. London reasoned that the students viewed themselves 
as more sophisticated judges than the general public, and that they viewed 
hypnosis favorably because of its scientific and medical value. While only 
6. 8% of the students had been hypnotized previously, 60% reported that 
they had seen someone else be hypnotized. There were no sex differences 
with respect to attitudes or previous experiences. 
The second part of their investigation examined the relationship between 
attitudes toward hypnosis, volunteer status, and hypnotic susceptibility. 
They hypothesized that subjects who refuse to volunteer for hypnosis 
experiments have different attitudes toward and previous experiences with 
hypnosis than volunteers, but they found no such relationship in their data. 
Some subjects were administered the MMPI, the California Psychological 
Inventory, and the Cattell 16 PF. There were some weak correlations 
between personality characteristics and orientation to hypnosis. For example, 
more depressed subjects were more likely to believe that hypnosis led to an 
u neon sc iou s state. 
Unfortunately, the work of London and his colleagues is nearly 25 
years old and attitudes may have changed. More important, college students 
are probably not representative of prototypic cancer patients who might 
benefit from the hypnosis procedure. Indeed, the students themselves 
in London's study thought that the general public would view hypnosis 
more conservatively and stereotypically. Furthermore, asking students 
whether they would volunteer to participate in a hypnosis experiment is 
not analogous to offering a treatment procedure to a cancer patient in 
possible distress. It is unclear whether clients are afraid of the actual 
procedures associated with hypnosis or the connotations related to the 
label "hypnosis." 
Response to Treatment Labels 
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Although there is no research on labeling biases and attitudes toward 
hypnosis, investigators have studied parallel phenomenon. For example, 
the label assigned to an individual or a procedure can strongly influence 
one's attitude toward the person or method. Describing someone as "warm" 
or "cold" affects others' impressions of and behavior toward the individual 
(Huguenard, Sager, & Ferguson, 1970; Kelley, 1950). Mischel (1974) 
found that students evaluated journal articles more favorably when the 
author's sex and the paper's topic were stereotypically associated. The 
I iterature on negative attitudes toward the term "behavior modification" 
(Reppucci & Saunders, 1974) is particularly relevant to the present study 
on hypnosis, and therefore will be reviewed. 
Turkat and Feuerstein ( 1978) reviewed all articles in the New York 
Times from 1973 to 1977 and found that almost 50% of the time when behavior 
modification was discussed it was presented inaccurately. The procedure 
was equated with psychosurgery, brainwashing, drugs, and Nazi Ger many. 
Although recent evidence suggests that the media is now conveying a 
more accurate, positive image of behavior modification (O'Leary, 1984), 
it may take years for the public's opinion to change. The authors con-
cluded that there are three alternatives open to researchers and thera-
pists: (a) change the label presently used to describe the method, (b) 
change the public's misconceptions through massive reeducation, or (c) 
accept the consequences of the public's inaccurate views. 
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Researchers have tried to understand the processes underlying preju-
dicial attitudes toward behavior modification. Woolfolk, Woolfolk, and Wilson 
( 1977) examined the importance of the label in the evaluation of classroom 
behavior modification techniques. They asked whether a humanistic, non-
mechanistic label applied to behavior modification techniques biased subjects' 
perceptions and evaluations in a positive direction. 
Undergraduate and graduate students were asked to evaluate a video-
tape of a teaching strategy, with label as the independent variable. Sub-
jects were randomly assigned to the "behavior modification" or "humanistic 
education" label condition. The dependent measures were responses to 
11 Likert-type evaluative questions (regarding the teacher, technique, 
and students' behavior), and a 15-item semantic differential containing 
four word pairs loaded highly on the evaluative, potency, and activity 
factors (Osgood, Suci, & Tannenbaum, 1957). The authors found a main 
effect for label: When the procedures were described as an example of 
humanistic education, the teachers received significantly more favorable 
ratings, and the method was more likely to be viewed as promoting emo-
tional growth and academic learning. However, subjects' responses to 
the behavior modification label were overall mildly positive. Thus, the 
significant differences between the two conditions did not occur because 
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the response to "behavior modification" was negative, but rather because 
the response to "humanistic education" was more positive. The authors 
concluded that standard classroom procedures were less favorably evaluated 
when described in the language of behavioral science, rather than the 
language of "growth . 11 
Woolfolk and Woolfolk ( 1979) replicated these findings in a study 
which examined whether the impact of the "behavior modification" label 
could be altered by stressing the metaphorical nature of the term and 
the efficacy of behavioral methods. In this design undergraduates were 
randomly assigned to one of four labeling conditions: (a) "Humanistic 
Education, 11 (b) "Behavior Modification, 11 (c) "Behavior Modification" pre-
ceded by a message which emphasized the metaphorical nature of condition-
ing terminology when it is applied to human beings, or (d) "Behavior 
Modification" preceded by evidence of efficacy. The "humanistic education" 
label produced significantly more favorable evaluations than either the 
"behavior modification" or "behavior modification" plus efficacy conditions. 
However, when the metaphorical nature of conditioning terminology was 
stressed, subjects rated "behavior modification" almost as favorably as 
"humanistic education . 11 Woolfolk and Woolfolk ( 1979) concluded that much 
of the bias against behavior modification is due to the language and the 
image of humanity that it provokes. 
In order to get a more representative sample of the general population, 
Turkat, Harris, and Forehand ( 1979) assessed the attitudes of 626 college 
students who had never taken a psychology course. The results are, 
of course, still not necessarily generalizable to a noncollege population. 
The subjects responded to statements referring to behavior modification 
(e.g., "Behavior modification is a good way to decrease undesirable 
behavior"). The results suggested that behavior modification was not 
viewed as unethical, dehumanizing, or a threat to freedom. However, 
while it was not viewed as threatening, it also was not viewed positively. 
A weakness with the Turkat et al. ( 1979) study is that they did 
not determine whether the subjects' definition of behavior modification 
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had any resemblance to their definition. Young and Patterson ( 1981) 
corrected this flaw by questioning 475 undergraduates and 49 nonpsychology 
faculty members on their knowledge, attitudes, and opinions regarding 
behavior modification. A majority of respondents held more positive views 
than were reported by Turkat et al. ( 1979), but approximately half of 
them misidentified several radical procedures (e.g., brainwashing, electro-
convulsive therapy) as being representative of behavior modification tech-
niques, and one-third of the subjects viewed behavior modification as 
dehumanizing and unethical. In general, greater knowledge about the 
techniques was associated with more favorable attitudes, although the 
level of information was very low overall. It is possible that the findings 
may be due to a ceiling effect. 
In a more extensive investigation, Kazdin and Cole ( 1981) attempted 
to determine whether individuals object to the label or the actual procedures 
and the manner in which they are described. Undergraduate education 
majors were presented with a one-page description of a teaching method 
along with a label for the method. The descriptions were phrased behavior-
ally, humanistically, or neutrally, with the respective labels: "behavior 
modification, 11 "humanistic education, 11 and "a new teaching method. 11 The 
behavioral description included terms and concepts such as conditioning, 
reinforcement, and tokens. Self-esteem and acceptance were emphasized 
in the humanistic description, while the neutral description stressed guidance, 
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development, and acknowledgment. The researchers did not employ a 
·' 
completely crossed factorial design as their purpose was to examine the 
impact of a particular treatment with its respective label and the neutral 
label. The neutral content was crossed with each of the labeling condi-
tions. Likert-type scales and a semantic differential adjective list (Osgood 
et al., 1957} were administered to subjects after they read the teaching 
method description. They were asked to evaluate the method on how effec-
tive it would be in altering classroom behavior. Subjects evaluated the 
behavior modification method more negatively than the neutral or humanistic 
methods. The evaluations were not significantly affected by the inclusion 
or alteration of the label. Furthermore, labeling a neutral description 
"behavior modification" did not lead to a negative evaluation. Kazdin 
and Cole ( 1981) concluded that content, not label, is the critical determinant 
of negative evaluations. 
In two other experiments reported in the same article, Kazdin and 
Cole found that treatment procedures phrased in scientific jargon were 
associated with more positive evaluations of treatment. They noted that 
this effect may be limited to college students, who are generally more 
well informed than consumers seeking treatment. There is al so the possi-
bility that the jargon added credibility or respectibility to the treatment 
procedure. 
The results of these investigations on attitudes toward behavior modi-
fication aid our understanding of how to best explore attitudes toward 
hypnosis. Changing the label of the procedure, if the specific operations 
of the procedure are viewed negatively, is ineffective: "A treatment which 
is evaluated negatively, independently of its efficacy, is not I ikely to 
be widely adopted" (Kazdin & Cole, 1981, p. 66}. Therefore, if the actual 
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hypnosis procedure is viewed negatively, alternative strategies that enhance 
the patients' views toward the procedure may need to be incorporated into 
treatment. 
Given the theoretical foundations of hypnosis and the associated contro-
versy, it is difficult to know how best to understand the processes involved 
in hypnotic nausea control. The problems concern the mechanisms involved 
in "hypnotic" control of nausea and pain. Although the term hypnosis 
has been used to describe the procedure outlined by Redd, Rosenberger, 
and Hendler ( 1982), it may not be the most accurate label. Is the proce-
dure best described as hypnosis or relaxation training? Redd et al. 
view it from a behavioral perspective; procedures commonly associated with 
hypnosis (e.g., age regression and post-hypnotic suggestion) are not 
employed. Moreover, they do not view the procedure as inducing an al-
tered state of consciousness or tapping unconscious processes. Neverthe-
less, the induction procedure is identical to those frequently used by many 
professionals who identify their procedure as hypnosis. 
In order to assess cancer patients' attitudes toward hypnosis, an 
analysis of variance design was used to determine the relationship between 
the procedure's label and patients' attitudes, beliefs, and stated intentions 
regarding their willingness to try such a procedure. It was hypothesized 
that cancer patients would respond more negatively to a treatment description 
labeled "hypnosis" than to identical descriptions labeled "relaxation" or 
"passive relaxation with guided imagery . 11 The label "passive relaxation 
with guided imagery" was included because it is a straightforward descrip-
tion of the procedure. This operational label, based on the actual methods, 
has few additional connotations. In addition, subjects' self-reports of 
distress due to nausea and emesis and pain associated with chemotherapy 
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treatment were measured to determine what role distress may play in their 
stated intention to try the procedure. It was hypothesized that although 
the label of the procedure would best predict stated intention, patients in 
severe distress would be more likely to comply with the procedure regard-
less of the label than patients in little or no distress. 
To compare cancer patients' and college students• attitudes toward 
hypnosis, data were collected from cancer chemotherapy patients in central 
Illinois and college students at the University of Illinois in 1983. Data 
from London's sample of college students at the same university in 1961 
were also employed. It was hypothesized that cancer patients would hold 
more conservative, stereotypic views toward hypnosis than either of the 
student samples. 
EXPERIMENT I: CANCER PATIENTS' BELIEFS IN AND STATED 
INTENTIONS TO TRY THE BEHAVIORAL INTERVENTION 
12 
The aim of the first study was to determine the role of the treatment 
procedure's label and patients' reported distress on patients' beliefs in 
and stated intentions to try the procedure. It was hypothesized that 
patients would be less likely to state that they would try the procedure 
when it was labeled "hypnosis" than when it was labeled "relaxation" or 
"passive relaxation with guided imagery." It was also hypothesized that 
the label would have less impact for patients in extreme distress. 
Method 
Subjects 
Subjects were recruited from the outpatient chemotherapy population 
at Carle Cancer Center in Urbana, Illinois. To be eligible for participation 
in the study, a patient must have (a) been at least 18 years of age, (b) 
received cytotoxic chemotherapy for at least one month prior to partici-
pating in the study, (c) been English-speaking, and physically and mentally 
capable of being interviewed and filling out questionnaires, and (d) pro-
vided their written informed consent to participate. The sample of 105 
subjects represented 93% of the population of 113 consecutive, eligible 
patients who were treated at Carle Cancer Center between January 1983 
and March 1983. The eight patients who refused to participate explained 
that the idea of discussing their disease and its side effects was too up-
setting. Patients who agreed to participate did not differ significantly 
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from those who declined with respect to age, sex, disease site, or drugs 
received. 
The sample of patients consisted of 66 females and 39 males with 
a mean age of 61 years (SD = 11. 8). The primary diagnoses were mixed 
with cancers of the breast ( 33%), lung ( 10%), and colon ( 8%) most frequent. 
The length of time patients had received chemotherapy varied greatly with 
a mean of 48. 3 weeks (SD = 60. 8). Fifteen of the patients resided in 
Urbana-Champaign, and the other 90 were from agricultural communities 
in central 111inois and western Indiana. There were 81 ( 77%) Protestants 
and 22 ( 21 %) Catholics; two patients identified themselves as not being 
affiliated with any religious group. 
Assessment Instruments 
1. Treatment Procedure Descriptions (See Appendixes A, B, and 
C) : One paragraph descriptions labeled "hypnosis," "passive relaxation 
with guided imagery," or simply "relaxation" were used to assess differen-
tial attitudes toward the procedure based on the label. The label "relaxation" 
was included to determine whether a label least likely to be perceived 
as jargon would be preferred to the operational definition "passive relaxation 
with guided imagery." The description of the procedure was written at 
a high school reading level (Fry, 1968). Questions following the descrip-
tive paragraph assessed whether respondents believed the stated procedure 
would effectively control nausea /vomiting and pain they might experience, 
and whether they would be willing to try the procedure to control nausea/ 
vomiting and pain. Possible responses to the questions were "yes," "no," 
and "unsure at this time." If respondents marked "no" or "unsure at 
this time" to either of the stated intention questions, they were asked to 
state their reasons on the form. 
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2. Visual Analogue Scales (VAS) ( see Appendixes D, E, F, and G) : 
Patients rated on four VAS how much nausea /vomiting they typically ex-
perienced before, during, and after their chemotherapy treatments, and 
how much pain they usually experienced during chemotherapy. The VAS 
were modeled after Scott and Huskisson's ( 1976) pain scale. It has been 
used previously by Redd, Andresen, and Minagawa ( 1982). It consists 
of a 10 cm line with the left end labeled "no nausea" or "no pain" and 
the right end labeled "nausea (or pain) as bad as it could be." Magni-
tude of nausea and pain was measured in millimeters from the left endpoint 
and the patient's slash mark. For each VAS, scores can range from zero 
to 100. Psychometric research suggests that the VAS may be superior 
to more traditional numerical and categorical rating scales due to the sensi-
tivity of measurement possible (Scott & Huskisson, 1976; Wolff, 1978). 
3. London's ( 1961) Survey on Attitudes Toward Hypnosis ( see 
Appendix H): As noted earlier, the questionnaire is composed of state-
ments referring to fears and common misperceptions to which respondents 
marked "true" or "false." Although London did not categorize them, the 
items fall into the following subgroups: loss of self-control, danger, em-
barrassment/humiliation, memory loss, and perceived magical and super-
natural aspects of hypnosis. Some questions tap more than one fear or 
misconception. While London examined each item individually, it is clear 
that the more items one endorses, the more powerful one believes hypnosis 
to be. 
4. Demographic Information and Previous Experience with Hypnosis 
Questionnaire (see Appendix I): This questionnaire was designed to survey 
basic demographic information (e.g., sex, age, religious preference) and 
assess previous experience with hypnosis. Patients were asked to describe, 
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by endorsing adjectives, the hypnosis experience Cs) they had; or, if 
they had never been hypnotized before, what they thought the experi-
ence would be like. The adjectives (listed in Question 3 of Appendix I) 
are from Melei and Hilgard's ( 1964) research. For the purposes of this 
study, patients received two scores from their responses to the check I ist: 
The sum of positive adjectives endorsed (e.g., satisfying, relaxing) and 
the sum of negative adjectives endorsed (e.g., confusing, frightening). 
The adjective "indifferent, 11 which Melei and Hilgard considered to be 
negative, was not added into either score. 
5. Drug Protocols' Emetic Potential Questionnaire (see Appendix J): 
The oncology staff rated the emetic potential for the 40 drug protocols 
patients received, using this questionnaire. The rating scale ranged from 
no nausea ( 1) to severe nausea ( 4). The oncology staff also estimated 
what percentage of all patients receiving each protocol would experience 
nausea /emesis after administration of the drugs. Chemotherapy treatment 
schedules are variable and complex and thus difficult to examine in behav-
ioral research. Because severity, frequency, and duration of side effects 
is dose-related, the indices in this study are rough estimates of nausea/ 
emetic potential. 
Procedure 
All eligible chemotherapy patients receiving outpatient treatment during 
the two-month period of data collection were invited to participate in this 
study. The author, an advanced graduate student in clinical psychology, 
explained the nature and purpose of the study to patients as they sat in 
the waiting room before their doctors' appointments. All patients who 
agreed to participate by signing informed consent forms ( see Appendix K) 
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were interviewed by the author using the assessment instruments described 
earlier 
Patients were randomly assigned to one of the three labels with a total 
of 35 subjects in each label condition. The interviewer was blind to the 
label conditions patients received until after the completion of the . interview. 
Patients completed the questionnaires in the following order : Treatment Pro-
cedure Descriptions Questionnaire (Appendixes A, B, and C), four VAS 
(Appendixes D, E, F, and G), London's (1961) Survey on Attitudes Toward 
Hypnosis (Appendix H), and the Demographic Information and Previous 
Experience with Hypnosis Questionnaire (Appendix I). 
Interviews took from 15 to 30 minutes, depending upon patient responses. 
They occurred in the clinic outpatient chemotherapy waiting area, a large, 
carpeted room furnished with comfortable chairs. After each structured inter-
view, the interviewer talked with the patients about their distress due to 
chemotherapy side effects. If the patients experienced severe anticipatory 
nausea, the treatment procedure was described to them in detail, and they 
were asked whether they were interested in learning the intervention . 
The author delivered the Drug Protocols' Emetic Potential Questionnaire 
with a cover letter (Appendix J) to all oncologists and chemotherapy nurses 
several months after completion of the interviews with patients. The names 
of the patients who received each protocol were not revealed to the raters. 
Results 
Label Effect 
The relationship between patients' beliefs in and stated intentions to try 
the treatment procedure and the label used to describe the procedure was 
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examined using Kruskal-Wallis One-way Analysis of Variance for Ordered 
Contingency Tables. Table 1 indicates the calculated mean rank scores for 
patients in each label condition on the four dependent variables. Ranks 
were substituted for the original observations with higher numbers indicating 
a more positive response. The Kruskal-Wallis test statistic has a sampling 
distribution that tends to be x 2 with ~ = k - 1 degrees of freedom. Results 
of the overall analyses for each dependent variable are presented in Table 2. 
Table 1 
Mean Rank Scores on Dependent Variables for Patients in Different Label 
Conditions 
Label Condition 
Passive relaxation 
Hypnosis with guided imagery Relaxation 
Dependent variable (n=35) (n=35) (n=35) 
Believe treatment proce- 43.71 50.83 64.46 
dure would help nausea 
Believe treatment proce- 46.34 55.26 57.40 
dure would help pain 
Would try treatment 42.71 55.40 60.89 
procedure for nausea 
Would try treatment 42.03 54.34 62.63 
procedure for pain 
The hypothesis of identical distributions was rejected for three of the 
four dependent variables. There was a significant difference in whether 
patients believed that the treatment procedure would help control their nausea 
depending upon the label condition they were in, x 2 ( 4, N = 105) = 9. 797, 
e. = . 013. There were al so overal I significant differences with respect to 
patients• stated intentions to try the procedure for their nausea, x2 (4, 
Table 2 
Results of the Kruskal-Wallis One-Way Analysis of Variance for Ordered 
Contingency Tables 
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Dependent variable Overall x 2a e. Contrast 1 x 2 b Contrast 2 x 2c 
Believe treatment 
procedure would 
help nausea 
Believe treatment 
procedure would 
help pain 
Would try treatment 
procedure for nausea 
Would try treatment 
procedure for pain 
9.797 
3.080 
8.754 
11. 138 
. 007 4.096 5.710* 
ns 
.013 0.760 8.003* 
. 004 1. 781 9.360* 
Note. Contrast 1: Relaxation versus Passive Relaxation with Guided 
Imagery. Contrast 2: Hypnosis versus Relaxation and Passive Relaxation 
with Guided Imagery. 
a Corrected for ties. bn = 70. cN = 1 OS. 
* e_ < .OS. 
N = 105) = 8. 754, e. = . 013, and for their pain, x2 (4, N = 105) = 11.138, 
e_ = • 004. 
To determine which label accounted for the overall significant differences, 
the three contigency tables were partitioned into orthogonal x 2 components. 
Two planned contrasts were conducted. The first compared subjects in the 
relaxation condition to subjects in the passive relaxation with guided imagery 
condition. The second contrast combined patients in the two relaxation con-
ditions and compared them to subjects in the hypnosis condition. As Table 2 
indicates, there were no significant differences between patients in the 
relaxation and passive relaxation with guided imagery conditions. The 
second contrast, however, was significant for whether patients believed 
the procedure would help control their nausea, x2 (1, N = 105) = 5.710, 
e < • 05, and whether patients would try the procedure for both nausea , 
x2 (1, N = 105) = 8 . 003, e < .05, and pain, x2 (1, N = 105) = 9.360, 
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e < • 05 . Thus when presented with identical treatment descriptions which 
were labeled differently, patients in the hypnosis condition were signif-
icantly less I ikely to believe the procedure would help control their nausea 
than patients in either of the relaxation conditions. That is, the label 
"hypnosis" led patients to doubt the efficacy of the procedure. Moreover, 
patients were significantly less likely to state they would try the procedure 
for both nausea and pain when it was labeled hypnosis . 
It appeared from the contigency table that the overall x 2 for whether 
patients believed the procedure would help control their pain was not sta-
tistically significant because patients in the passive relaxation with guided 
imagery condition responded more like subjects in the hypnosis condition 
than they did on the other three dependent variables. A post-hoc compari-
son excluding subjects in the passive relaxation with guided imagery condition 
revealed a significant difference between subjects in the hypnosis and relax-
ation conditions, X 2 ( 2, !:!_ = 70) = 5. 976, e = . 05. 
The relationship between each subject's belief in and stated intention 
to try the treatment procedure was examined by calculating the probability 
that given a patient believes (or does not believe) that the procedure would 
be effective, what the likelihood was that he or she stated they would try 
(or not try) the procedure. All possible combinations between belief and 
stated intentions and the given probabilities are presented in Table 3. The 
no and unsure responses were combined in order to increase the number of 
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observations in each cell. In addition, the probabilities for the relationship 
between belief and stated intention for the nausea and pain questions were 
very similar, and were therefore averaged to simplify the presentation. 
Table 3 
Probabilities Between Patient's Belief In and Stated Intention to Try the 
Treatment Procedure in All Label Conditions 
Label condition 
Across Passive relaxation Belief /stated 
intention conditions Hypnosis with guided imagery Relaxation 
Believe treatment 
would be effective 
and would try it 
Believe treatment 
would be effective 
but would not try it 
Does not believe 
treatment would be 
effective, but would 
try it 
Does not believe 
treatment would be 
effective and would 
not try it 
(N=105) 
.83 
. 17 
.46 
.55 
(n=35) (n=35) (n=35) 
.73 . 86 .89 
.28 • 14 • 12 
.29 . 53 .67 
. 71 • 48 .34 
Note. The no and unsure responses were combined. Probabilities for nausea 
and pa in were averaged. 
Because the number of observations per cell was still too small in 
some cases ( < 5), significance tests were not performed on the proportions. 
Therefore, cautious interpretation of the data in Table 3 is necessary. It 
appears that patients in the hypnosis condition were less likely to state 
they would try the procedure when they believed it would be effective 
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(. 28) than subjects in either of the relaxation conditions (. 14 and . 12). 
Similarly, when patients did not believe the procedure would be effective, 
more patients in the relaxation conditions were willing to try it anyway 
(. 53 and . 67) than patients in the hypnosis condition (. 29). 
To facilitate understanding of the label's role in belief in and stated 
intention to try the procedure, patients were asked to explain why they re-
fused to try or felt unsure about trying the procedure. Table 4 lists the 
reasons given in each label condition. Of 20 patients ( 57% of those in the 
hypnosis condition) who said they would refuse to try or felt unsure about 
trying hypnosis, 15 said their responses were due to feelings of discomfort 
regarding hypnosis. Indeed, the only patient in the other two conditions 
who related her refusal to fears about the procedural description explained 
that the "relaxation" procedure sounded like hypnosis. Most patients in 
the two relaxation conditions either could not think of any particular rea-
son or felt they were not in enough distress to invest time and energy into 
learning the procedure. Patients' explanations offered additional support to 
the hypothesis that patients feel uncomfortable about and /or afraid of being 
hypnotized. 
Distress and Other Variables 
The emetic potential ratings by the chemotherapy nurses and oncologist 
for each drug protocol patients received was related to the amount of post-
chemotherapy nausea patients reported (.!:_ = • 26, E. = • 006). The inter-
rater reliability was high (coefficient alpha = • 91). Counter to the 
proposed hypothesis, there was no relationship found between the amount 
of distress the patients reported and their beliefs in and stated intentions 
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Table 4 
· ' 
Patients' Reasons for Noncompliance with the Procedure in Each Label 
Condition 
Label condition 
H . a ypnos1s 
Passive relaxation b 
with guided imagery 
Relaxation c 
n 
15 
3 
2 
5 
3 
2 
3 
2 
2 
a b C 
n = 20. n = 12. n = 9. 
Percentage Reasons for noncompliance 
75 
15 
10 
42 
25 
17 
8 
8 
33 
22 
22 
11 
11 
Felt uncomfortable about and / 
or afraid of being hypnotized. 
Felt their symptoms were not 
severe enough to warrant 
learning the procedure. 
Gave no reason. 
Felt their symptoms were not 
severe enough to warrant 
learning the procedure. 
Gave no reason . 
Felt antiemetic medications were 
effective. 
Felt she "needed to work 
through pain and nausea on 
her own. 11 
Felt she needed more traditional 
psychotherapy. 
Gave no reason . 
Felt their symptoms were not 
severe enough to warrant 
learning the procedure. 
Felt doubtful about the pro-
cedure's efficacy. 
Felt it would not work quickly 
enough. 
Felt it sounded I ike hypnosis 
and was therefore afraid of it. 
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to try the treatment procedure. Indeed, there was no relationship found 
even when the 24 subjects who reported no distress were compared with 
the 24 subjects in the most distress. 
There was some indication that the frequency with which patients 
attended religious services was related to their stated intentions. That 
is, the more they attended religious services, the less likely they were 
to agree to try the procedure for nausea control (!:_ = -. 27, e. = . 003). 
The sample's lack of heterogeneity with respect to religious affiliation 
and self-perceptions of religiosity, prevents an empirical assessment of 
the clinical and anecdotal reports which link fears about hypnosis with 
religious beliefs. 
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EXPERIMENT II: A COMPARISON OF PATIENT AND STUDENT 
SUBJECTS' ATTITUDES TOWARD HYPNOSIS 
It was hypothesized that cancer patients would hold more conserva-
tive, stereotypic views toward hypnosis than students surveyed in 1982 
and those Lon don ( 1 961) studied in 1 961. · 
Method 
Subjects 
Participants were drawn from the subject pool of students enrolled 
in Introductory Psychology at the University of Illinois, Urbana-Champaign. 
Two hundred seventy-seven students, 130 males and 147 females, received 
experimental credit for participating in the study. 
The 645 students in London's sample had also been undergraduates 
at the University of Illinois, Urbana-Champaign. 
Measures 
Student subjects completed London's Survey on Attitudes Toward 
Hypnosis (Appendix H) and the questionnaire assessing demographic vari-
ables and previous experience with hypnosis (Appendix I). 
The only data available from London's ( 1961) students are responses 
to the London Survey on Attitudes Toward Hypnosis (Appendix H). 
Procedure 
The questionnaires were administered to students in 1982 in a large 
lecture hall. They took approximately 15 minutes to complete. The purpose 
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of the study was explained to all subjects by the author after completion 
of the forms. 
Results 
Although 45% of the undergraduate students had some experience with 
hypnosis (either as a subject or observer), only 11% of the chemotherapy 
patients had any experience with hypnosis (~ = 6. 08, e. < • 001, one-tailed). 
Table 5 lists the adjectives and the percentages of subjects in both samples 
who endorsed each descriptor. Patients believed hypnosis would be signif-
icantly more confusing (z = 3. 30, e. < • 001, one-tailed) and frightening 
Table 5 
Comearison of Adjective Endorsement for Patient and Student Sametes 
Patient samplea Student sample b 
Adjective n Percentage n Percentage z 
- - -
Satisfying 21 20.0 37 13.4 1. 22 
Annoying 5 4.8 5 1. 8 0.82 
Confusing 26 24.8 20 7.2 3.30** 
Relaxing 49 46.7 142 51. 3 0.29 
Exciting 13 12.4 54 19.5 1. 33 
Interesting 47 44.8 169 61. 0 5.48** 
Silly 15 14. 3 16 5.8 1.85** 
Illuminating 14 13.3 31 11. 2 0.43 
Degrading 3 2.9 6 2.2 0.02 
Pleasurable 8 7.6 48 17.3 1. 96* 
Indifferent 15 14.3 30 10.8 0.71 
Frightening 34 32.4 16 5.8 4.78** 
aN = 105. bN = 277. 
*e. < . 10. **e. < .001. 
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(~ = 4.78, e. < .001, one-tailed) than students did. Furthermore, 14.3% 
of the patients described hypnosis as silly, whereas only 5. 8% of the stu-
dents viewed it as silly (~ = 1. 85, e. < • 10, one-tailed) . Students thought 
that hypnosis would be significantly more interesting than patients did 
(!_ = 5.48, e. < .001, one-tailed) , and there was a trend for students to 
think it would be more pleasurable in that 17. 3% endorsed that adjective 
in comparison to 5. 8% of the patients (~ = 1. 96, e. < • 10, one-tailed). 
Almost half of the patient sample endorsed "relaxing" and "interesting." 
However, one-third did endorse "frightening." 
Patient and student responses on the London Scale were compared 
for each item and the total number of items endorsed. Endorsement of 
items 5 and 9 (see Appendix H) suggests that hypnotized subjects will 
not act in an unusual manner and will ordinarily remember what happened 
duririlg the trance, unless the hypnotist suggests otherwise. Therefore, 
interpreting endorsement of these two items is not as clear as for the 
other 14 items, and they were therefore not included when the mean total 
of items endorsed by each sample was calculated. 
Patients endorsed significantly more items CM = 8. 41) than did students 
(M = 5. 51), !_( 160) = 25. 75, e. < • 001. In addition, there was a positive 
correlation between the sum of the negative adjectives (e.g., frightening, 
confusing) endorsed and the sum of endorsed items on the London Scale 
for both patients (.!:_ = . 26, e. = • 004) and students (.!:_ = • 17, e. = . 003). 
The comparison of student and patient responses to each London 
Scale item is shown in Table 6. In addition, London's ( 1961) data is included 
in order to compare students from the same university over two decades. 
On the first four items, the two student samples appear more in agreement 
with each other than with the patient sample. That is, more patient s than 
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Table 6 
Comparison of Items Endorsed "True" on the London Questionnaire for 
Patient, Student, and London's Student Samples 
P . a at1ent 
Sample 
b Student 
rtem n Percentage n Percentage 
1 . People can be hyp- 31 
notized against their 
will . 
2. The more gullible 77 
people are, the more 
easily they can be 
hypnotized. 
3. Strong-willed or 86 
independent-minded 
people do not make 
good hypnosis sub-
jects. 
4. Once people are 68 
hypnotized, they lose 
control over them-
selves, so that they 
will do or say things 
that they would 
normally restrain. 
5. In hypnosis, a per- 84 
son will not act in an 
unusual way unless 
the hypnotist suggests 
it. 
6. It is difficult for 83 
a hypnotized person 
to resist obeying a 
hypnotic suggestion. 
7. People usually 90 
forget what happened 
during the trance as 
soon as they wake up 
from it. 
29.5 26 9 . 4 
73.3 138 49.8 
81. 9 148 53.4 
64.8 121 43.7 
80.0 238 85 . 9 
79.0 187 67.5 
85.7 84 30 . 3 
C London's Student 
Percentage 
14 . 0 
37.0 
42 . 0 
41. 0 
89.0 
81. 0 
74 . 0 
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Table 6 (continued) 
Sample 
p . a at1ent Student b London's Student C 
Item n Percentage n Percentage Percentage 
- -
8. Hypnosis is an un- 81 77. 1 88 31. 8 56.0 
conscious state, so 
hypnotized people are 
not aware of what they 
are doing during the 
trance. 
9. After they come out 59 56.2 231 83.4 52.0 
of a trance, people 
will ordinarily remem-
ber what has happened 
unless the hypnotist 
suggested that they 
forget. 
10. One of the real 55 52.4 166 59.9 42.0 
dangers of hypnosis 
is that disturbing 
unconscious material 
may spontaneously 
come out into the 
open to upset or 
unbalance the subject. 
11. A real danger of 35 33.3 39 14. 1 28.0 
hypnosis is that it 
may be impossible to 
get some people out 
of a trance. 
12. Hypnotized people 73 69.5 175 63.2 54.0 
do not have their 
usual mental discrim-
ination abilities, so 
they tend to believe 
everything the hypno-
tist says. 
13. In hypnosis, 47 44.8 90 32.5 20.0 
people a re so recep-
tive to the things 
that the hypnotist 
tells them that he 
can permanently 
change some of their 
attitudes. 
Table 6 (continued) 
Sample 
Patienta Student b 
Item n Percentage n Percentage 
- -
14. If a person re- 59 56.2 112 40.4 
peatedly experiences 
hypnosis, they become 
generally more sug-
gestible people. 
1 5. In hypnosis, 54 51.4 65 23.5 
people have physical 
abilities which exceed 
their normal powers. 
16. In hypnosis, 44 41. 9 88 31. 8 
people have greater 
mental abilities than 
ordinarily, so that 
they can learn more 
easily and quickly 
than usual. 
Note. London did not report the n for each item. 
aN = 105. bN = 277. cN = 645. 
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London's Studentc 
Percentage 
27.0 
45.0 
28.0 
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students believed that people can be hypnotized against their will, that 
such people are usually weak-willed or gullible, and that they lose control 
over themselves while in the trance. However, on six items London's 
students and the patients are more in agreement ( see Appendix HJ items 
6 to 9, 11, and 15). These items involve memory for events during 
hypnosis and depth of the experience, inability to resist the hypnotist's 
commands, and extraordinary physical capabilities while hypnotized. 
Overall, a higher percentage of patients endorsed each item than 
students for most items. The only exceptions were on four items; two 
were the ones noted earlier which could not be scored in the same direc-
tion as the other items ( see Appendix H, items 5 and 9). Patients and 
London's students were very similar (79% and 81%, respectively) on an 
item regarding the difficulty a hypnotized subject has disobeying a hyp-
notic command ( see Appendix H, item 6). The only item that was endorsed 
by a higher percentage of the present student sample than either of the 
other two samples deals with disturbing unconscious material leaking out 
and upsetting the subject ( see Appendix H, item 1 O). 
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DISCUSSION 
Results from this study support the hypothesis that cancer patients 
are fearful of the label "hypnosis." This conclusion is based on : (a) 
patients• beliefs regarding the procedure's efficacy, (b) patients' stated 
intentions with respect to participating in the procedure, (c) patients' 
stated reasons for refusal to try the procedure, (d) patients' unwillingness 
to try it even when in severe distress, (e) the relationships between 
patients' beliefs and stated intentions in each label condition, and (f) 
the attitudinal differences between patients and undergraduate subjects. 
These findings have clinical implications for how behavioral procedures 
should be implemented with cancer patients. 
When presented with a description of a behavioral treatment designed 
to control chemotherapy side effects, patients in the "hypnosis" condition 
were less likely to believe that the treatment would be effective and try 
it than were patients in the "relaxation" or "passive relaxation with guided 
imagery" conditions. Patients who refused to try the "hypnosis" procedure 
explained that they were "afraid of being hypnotized. 11 Interestingly, 
the only patient in the other conditions who stated that she would not 
try the 11 relaxation 11 because of its description, explained that the treatment 
"sounded like hypnosis." Even when under severe distress (caused by 
chemotherapy), patients were less likely to state they would try the hypno-
sis procedure than either of the relaxation procedures. Thus, it appears 
that the degree of distress did not moderate the powerful effect of the 
label. 
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Results also indicated that the relationship between belief in and 
·' 
stated intention to try the procedure varied depending upon the label 
assigned to the procedure. Even when patients did not believe the pro-
cedure would work, those in the two relaxation conditions were more will-
ing to try it than were patients in the hypnosis condition. Similarly, even 
when patients believed that the procedure would work, those in the hypno-
sis condition were less willing to try it than those in the relaxation con-
ditions. Unfortunately, the sample size does not permit firm conclusions 
to be drawn from these patterns between beliefs and stated intentions. 
A larger sample (with a minimum of five subjects representing every com-
bination of degree of belief in and stated intention to try the procedure) 
would be needed to determine whether the procedure's label affects patients' 
participation regardless of their initial belief in the treatment's efficacy. 
It was hypothesized that the label effect would be moderated by the 
patients' reported distress. However, this was not the case. A number 
of factors need to be considered in order to understand the role of distress. 
More assessment may be necessary as it is possible that assessments of 
nausea and pain on the four Visual Analogue Scales conducted at one point 
in time are not sensitive enough to accurately detect overall distress. 
That is, patients' mood and level of distress on the day of their interview 
may have affected their ratings of the amount of distress they typically 
experienced. For example, their distress may not have been salient on 
the day they were assessed due to antiemetic medication, distraction from 
nausea due to a friend's presence during the treatment, or reduced 
attention to bodily sensations due to their participation in the interview 
process. It is also possible that patients were hesitant to report their 
distress because they wanted to appear strong and in control. Were al I 
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patients in severe distress when assessed (the condition of most patients 
who are offered the behavioral intervention) and willing to report it, the 
relationship between distress and label could have been more clearly deter-
mined. It is possible that the further removed the patient is from actual 
distress, the more likely it is that other variables (e.g., label, religious 
beliefs) affect their willingness to comply with the procedure. Moreover, 
although stated intention is a valid measure of future behavior (Fishbein 
& Ajzen, 1975), patients did not actually make a choice about the proce-
dure at the time of assessment. 
This study points out a common problem in behavioral research; 
namely, the danger of generalizing from undergraduate psychology students 
to another population of interest. Students' positive attitudes toward hyp-
nosis were not similar to those of cancer patients. Cancer patients had less 
experience with hypnosis and found it more confusing and frightening than 
did students. The patients viewed hypnosis in a more stereotpyic, tradi-
tional manner than students. Thus, the utility of using college-aged and 
educated subjects in research on the psychosocial aspects of diseases 
prevalent in older populations is questionable. 
The discrepancy between students' and patients' responses suggests 
that the intended recipients of the procedure may still be unwilling to 
participate, even if hypnosis is viewed more positively by younger, better-
educated individuals. The characteristics and attitudes of the intended 
medical patient audience must be considered. Prospective patients may 
look upon hypnosis and relaxation as acceptable procedures to facilitate 
meditation, but not as appropriate procedures to help in adjustment to and 
control of side effects from a potentially terminal illness. 
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It is possible that the power of the hypnosis label may lead some 
patients to have more faith in the procedure. If the treatment is not 
identified as hypnosis, they may not find it to be as effective. However, 
as the results of this research indicate, it is more likely that older patients 
will have negative attitudes about hypnosis. Such attitudes could adversely 
affect perceived efficacy of procedures associated with hypnosis. Per-
ceived efficacy of the procedure appears to be related to patients' attitudes 
toward and expectancies regarding their performance in situations defined 
as related to hypnosis (Spanos, Kennedy, & Gwynn, 1984). These attitudes 
can affect patients' willingness to engage in coping strategies that lead to 
reductions in reported distress. For example, patients who believe that 
hypnosis is sinister and frightening may not allow themselves to relax 
enough during the procedure to benefit from it. Similarly, those who 
describe hypnosis as "silly hocus pocus" may distance themselves from it 
by becoming an amused onlooker rather than an involved participant. 
There are a number of reasons why the label "hypnosis" should not 
be used when describing relaxation procedures to patients. The term 
hypnosis is based on presumed processes underlying the methods and may 
elicit popular misconceptions unrelated to the actual procedure. As is clear 
from the research on behavioral control of anticipatory nausea and vomiting, 
techniques popularly associated with hypnosis such as age regression and 
post-hypnotic suggestion are not used (Redd, Rosenberger, & Hendler, 
1982). Indeed, identifying the procedure as a form of passive relaxation 
with distraction is a more accurate and straightforward descriptor for the 
actual process than is hypnosis. Another reason not to use the hypnosis 
label is cancer patients• fear of the term. Since the label rather than the 
procedure itself frightens patients, it is the label that should be changed. 
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Changing terminology would seem preferable to having patients refuse effec-
tive treatment. Finally, research by Spanos and his colleagues ( 1984) 
on the relationship between attitudes toward hypnosis and its perceived 
efficacy suggests that even when patients agree to try the procedure, 
negative attitudes toward hypnosis can affect the degree to which patients 
find it effective. 
It is possible that some patients may find the relaxation procedure 
to be anxiety producing, no matter what the label (Heide & Borkovec, 1983). 
The clinician or other health-care provider should consider each patient's 
needs, misconceptions, and expectations whenever possible. Although an 
individualized presentation of the procedure based on each patient's atti-
tudes and expectancies might be most successful, such an approach is often 
not practical. 
In order to encourage self-sufficiency, the health-care professional 
should emphasize the patient's control in using the procedure by stressing 
that it can be learned and mastered by the patient rather than induced by 
the professional. Frequent practice with audiotapes outside of therapy 
sessions may improve the patient's self-relaxation abilities and facilitate 
decreased dependence on the practitioner. Patients wanting a panacea 
that eradicates nausea and vomiting with little effort may be disappointed. 
However, patients who desire control over acute nausea may eagerly embrace 
this technique. 
Even when the procedure is implemented in such a way as to minimize 
fears related to the hypnosis label, health-care professionals may encounter 
other sources of patient resistance. Patients may be reluctant to devote 
the time necessary to practice relaxation in that it represents another inter-
ruption in a schedule al ready interrupted by physician appointments and 
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chemotherapy treatments. In addition to the inconvenience to their 
schedule, the relaxation procedure serves as another reminder that they 
have cancer. Individuals actively seeking normalcy may not welcome any 
such reminder. 
As relaxation and hypnosis procedures achieve wider acceptance 
among health-care professionals, greater acceptance among patients may 
be impeded by unfounded fears and distrust regarding psychological inter-
ventions. Thus, one goal of behavioral intervention is to encourage com-
pliance by correcting misconceptions. Realizing this goal requires good 
rapport between provider and patient, proper labeling of treatment 
procedures, and careful implementation. 
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APPENDIX A 
HYPNOSIS TREATMENT DESCRIPTION 
Researchers have found hypnosis to be an effective method of control-
ling some nausea/vomiting and pain often associated with cancer treatment. 
The following paragraph is a description of the hypnosis procedure. Please 
read the passage carefully and answer the questions that follow as accu-
rately and honestly as you can. All information will be kept strictly confi-
dential and will only be used for research purposes. 
The patient first makes him- or herself as comfortable as possible while 
sitting in a chair or reclining in a bed. He or she is then asked to focus 
on a fixed point on the wall or ceiling, and to concentrate on the instruc-
tor's voice. The patient may keep their eyes open or closed, depending 
upon what they feel most comfortable with. The instructor then asks the 
patient to concentrate on sensations in different muscle groups, starting 
with the feet and progressing to the head. After going through the muscle 
groups two times, the instructor describes various pleasant scenes like 
the beach on a comfortably warm day or a grassy field in the springtime. 
The patient may wish to concentrate on a particular scene that they find 
personally relaxing. After about 30 minutes, the instructor gradually ends 
the procedure by helping the patient become alert and oriented to the sur-
roundings once again. 
1. Do you believe that hypnosis would be an effective method of controlling 
nausea or vomiting that you might experience due to cancer treatment? 
Yes No Unsure at this time 
2. Do you believe that hypnosis would be an effective method of controlling 
pain that you might experience? 
Yes No Unsure at this time 
-------
3. Would you agree to try hypnosis to control nausea or vomiting that 
you might experience? 
Yes No Unsure at this time 
4. Would you agree to try hypnosis to control pain that you might 
experience? 
Yes No Unsure at this time 
5. If you answered "no" or "unsure at this time" to question 3 or question 
4, would you please briefly state why you feel unsure about or would 
refuse to try the procedure at this ti me. 
Thank you very much for your time and cooperation. 
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APPENDIX B 
PASSIVE RELAXATION WITH GUIDED IMAGERY TREATMENT DESCRIPTION 
Researchers have found passive relaxation with guided imagery to be 
an effective method of controlling some nausea/vomiting and pain often 
associated with cancer treatment. The following paragraph is a description 
of the passive relaxation with guided imagery procedure. Please read the 
passage carefully, and answer the questions that follow as accurately and 
honestly as you can. All information will be kept strictly confidential and 
will only be used for research purposes. 
The patient first makes him- or herself as comfortable as possible while 
sitting in a chair or reclining in a bed. He or she is then asked to focus 
on a fixed point on the wall or ceiling, and to concentrate on the instruc-
tor's voice. The patient may keep their eyes open or closed, depending 
upon what they feel most comfortable with. The instructor then asks the 
patient to concentrate on sensations in different muscle groups, starting 
with the feet and progressing to the head. After going through the muscle 
groups two times, the instructor describes various pleasant scenes like 
the beach on a comfortably warm day or a grassy field in the springtime. 
The patient may wish to concentrate on a particular scene that they find 
personally relaxing. After about 30 minutes, the instructor gradually ends 
the procedure by helping the patient become alert and oriented to the sur-
roundings once again. 
1. Do you believe that passive relaxation with guided imagery would be an 
effective method of controlling nausea or vomiting that you might ex-
perience due to cancer treatment? 
Yes No Unsure at this time 
2. Do you believe that passive relaxation with guided imagery would be an 
effective method of controlling pain that you might experience? 
Yes No Unsure at this time 
---
3. Would you agree to try passive relaxation with guided imagery to con-
trol nausea or vomiting that you might experience? 
Yes No Unsure at this time 
--
4. Would you agree to try passive relaxation with guided imagery to control 
pain that you might experience? 
Yes No Unsure at this time 
--
5. If you answered 11 no11 or "unsure at this time" to question 3 or question 
4, would you please briefly state why you feel unsure about or would 
refuse to try the procedure at this time. 
Thank you very much for your time and cooperation. 
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APPENDIX C 
RELAXATION TREATMENT DESCRIPTION 
Researchers have found relaxation to be an effective method of control-
ling some nausea /vomiting and pain associated with cancer treatment. The 
following para9raph is a description of the relaxation procedure. Please 
read the passage carefully, and answer the questions that follow as accu-
rately and honestly as you can. All information will be kept strictly confi-
dential and will only be used for research purposes. 
The patient first makes him- or herself as comfortable as possible while 
sitting in a chair or reclining in a bed. He or she is then asked to focus 
on a fixed point on the wall or ceiling, and to concentrate on the instruc-
tor's voice. The patient may keep their eyes open or closed, depending 
upon what they feel most comfortable with. The instructor then asks the 
patient to concentrate on sensations in different muscle groups, starting 
with the feet and progressing to the head. After going through the muscle 
groups two times, the instructor describes various pleasant scenes like 
the beach on a comfortably warm day or a grassy field in the springtime. 
The patient may wish to concentrate on a particular scene that they find 
personally relaxing. After about 30 minutes, the instructor gradually ends 
the procedure by helping the patient become alert and oriented to the sur-
roundings once again. 
1. Do you believe that relaxation would be an effective method of control-
ling nausea or vomiting that you might experience due to cancer treat-
ment? 
Yes No Unsure at this time 
2. Do you believe that relaxation would be an effective method of control-
ling pain that you might experience? 
Yes No Unsure at this time 
3. Would you agree to try relaxation to control nausea or vomiting that 
you might experience? 
Yes No Unsure at this time 
4. Would you agree to try relaxation to control pain that you might 
experience? 
Yes No Unsure at this time 
5. If you answered "no" or "unsure at this time" to question 3 or question 
4, would you please briefly state why you feel unsure about or would 
refuse to try the procedure at this time. 
Thank you very much for your time and cooperation. 
APPENDIX D 
PRETREATMENT NAUSEA VAS 
1. Please place a mark on the line below that best describes how 
nauseated you feel before you receive your chemotherapy injection . 
no 
nausea 
nausea as 
bad as it 
---------------------- could be 
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APPENDIX E 
DURING TREATMENT NAUSEA VAS 
2. Please place a mark on the line below that best describes how 
nauseated you feel during your chemotherapy injection . 
no 
nausea ----------------------
nausea as 
bad as it 
co u Id be 
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APPENDIX F 
POSTTREATMENT NAUSEA VAS 
3. Please place a mark on the line below that best describes how. 
nauseated you feel during the 24-hour period after your 
chemotherapy injection. --
no 
nausea 
nausea as 
bad as it 
---------------------- could be 
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APPENDIX G 
PAIN VAS 
4. Please place a mark on the line below that best describes how much 
pa in you usually experience during chemotherapy. 
pain as 
no bad as it 
pain----------------------could be 
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APPENDIX H 
LONDON'S (1961) SURVEY ON ATTITUDES TOWARD HYPNOSIS 
1. People can be hypnotized against their will. 
True False 
---
2. The more gullible people are, the more easily they can be hypnotized. 
True False 
3. Strong-willed or independent-minded people do not make good hypnosis 
subjects. 
True False 
----
4. Once people are hypnotized, they lose control over themselves, so that 
they will do or say things that they would normally restrain. 
True False 
----
5. In hypnosis, a person will not act in an unusual way unless the 
hypnotist suggests it. 
True False 
6. It is difficult for a hypnotized person to resist obeying a hypnotic 
suggestion. 
True False 
7. People usually forget what happened during the trance as soon as 
they wake up from it. 
True False 
8. Hypnosis is an unconscious state, so hypnotized people are not aware 
of what they are doing during the trance. 
True False 
---
9. After they come out of a trance, people will ordinarily remember what 
has happened unless the hypnotist suggested that they forget. 
True False 
10. One of the real dangers of hypnosis is that disturbing unconscious 
material may spontaneously come out into the open to upset or un-
balance the subject. 
True False 
---
11. A real danger of hypnosis is that it may be impossible to get some 
people out of a trance. 
True False 
12. Hypnotized people do not have their usual mental discrimination 
abilities, so they tend to believe everything the hypnotist says. 
True False 
----
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13. In hypnosis, people are so receptive to the things the hypnotist tells 
them that he can permanently change some of their attitudes. 
True False 
14. If a person repeatedly experiences hypnosis, they become generally 
more suggestible people. 
True False 
15. In hypnosis, people have physical abilities which exceed their normal 
powers. 
True False 
16. In hypnosis, people have greater mental abilities than ordinarily, 
so that they can learn more easily and quickly than usual. 
True False 
----
Thank you very much for your time and cooperation. 
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APPENDIX I 
DEMOGRAPHIC INFORMATION AND PREVIOUS EXPERIENCE 
WITH HYPNOSIS QUESTIONNAIRE 
1. Have you ever had any personal experience with hypnosis? 
Yes 
No 
2. What role did you play during this (these) experience(s)? 
(Please mark all responses that apply.) 
---
I was hypnotized 
Someone tried to hypnotize me, but I do not believe that I 
---
---
was really hypnotized 
observed someone else being hypnotized 
hypnotized someone else 
Other (please specify) 
3. If you have had experience( s) with hypnosis, please mark the appro-
priate words that best describe your feelings about it. If you have 
not had any experience with hypnosis, check the words that best 
describe what you think it would be like. 
---
satisfying 
---
exciting 
---
annoying 
---
interesting 
---
confusing 
---
silly 
---
relaxing 
---
illuminating 
4. What is your religious preference? 
---
---
---
degrading 
pleasurable 
indifferent 
frightening 
Protestant (please specify denomination) 
--- -----------
---
---
Catholic 
Jewish 
Other (please specify) 
47 
5. In an average month, how often do you attend religious services? 
More than 4 times 
3-4 times 
I do not attend religious 
----services on a regular basis 
1-2 times 
6. How religious do you consider yourself to be? 
___ very 
somewhat 
----
----
not very 
not at all 
7. What is your sex? 
male 
---
female 
8. In what year were you born? 19 
9. What is your marital status? 
never married 
----
married 
divorced 
widowed 
separated 
10. In what city and state do you live? 
city 
state 
11. Are you currently 
working full-time 
----
---
working part- time 
with a job, but not at work because of illness 
unemployed (continued) 
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retired 
---
___ going to school (please specify major area of study) _____ _ 
---
keeping house 
___ other (please specify) ___________________ _ 
12. If you are employed, what is your job title? 
13. How many people live in your household? 
1-2 
3-4 
5-6 
more than 6 
14. Last year, 1981, what was your total household income from all 
sources, before taxes? 
---
Below $5,000 
From $5,001 to $15,000 
---
---
From $15,001 to $25,000 
Above $25,000 
---
15 . What is the highest level of education you have completed? 
some elementary school 
---
---
elementary school graduate 
---
some high school 
---
high school graduate 
---
some college 
---
college graduate 
---
graduate work 
Thank you very much for your time and cooperation . 
APPENDIX J 
DRUG PROTOCOLS' EMETIC POTENTIAL QUESTIONNAIRE 
May 6, 1983 
Dear 
am a graduate student in clinical psychology at the University of 
Illinois working with Dr. William Redd. During January and February 
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of this year I surveyed 105 chemotherapy outpatients at Carle regard-
ing their attitudes toward behavioral methods of nausea /emesis control. 
In addition, I recorded how long each patient had been receiving chemo-
therapy and the drug protocols they were administered. 
I am now in the middle of data analysis and could really use your 
help. Attached, please find four pages with 40 chemotherapy protocols 
listed. Although I know that there are a number of factors involved 
depending upon the individual patient, please rate the nausea/emetic 
potential for each protocol ( 1=none 2=mild 3=moderate 4=severe) . 
In addition, please estimate what percentage of all patients receiving 
the protocol would experience nausea /emesis after administration of the 
drug ( s) . Please do not consult with your colleagues while rating the 
protocols--! would like your independent ratings. 
If you have any questions, please call me at my office ( 333-8593), 
or at my home (367- 2422). Please return your completed forms in the 
attached envelope to by Friday, May 
13, 1983. If you need more time, please let me know. 
I really appreciate your time and effort and would be happy to 
share my findings with you, if you are interested. Thank you in 
advance! 
Sincerely, 
Cobie Hendler 
so 
Using the scale below, please rate the nausea/emetic potential of the 
following drug protocols by circling the appropriate number. Then esti-
mate the percentage of patients who would experience nausea/emesis from 
each protocol. 
1. Adriamycin 1 none % 
2 mild 
3 moderate 
4 severe 
2. Adriamycin 1 none % 
5-FU 2 mild 
3 moderate 
4 severe 
3. Adriamycin 1 none % 
5-FU 2 mild 
Mithramycin 3 moderate 
4 severe 
4. Adriamycin 1 none % 
OT IC-Dacarbazine 2 mild 
3 moderate 
4 severe 
5. Adriamycin 1 none % 
Cytoxan 2 mild 
3 moderate 
4 severe 
6. Adriamycin 1 none % 
Cytoxan 2 mild 
5-FU 3 moderate 
4 severe 
7. Adriamycin 1 none % 
Cytoxan 2 mild 
Methotrexate 3 moderate 
4 severe 
8. Adriamycin 1 none % 
Cytoxan 2 mild 
Methotrexate 3 moderate 
Prednisone 4 severe 
9. Adriamycin 1 none % 
Cytoxan 2 mild 
Prednisone 3 moderate 
Vincristine 4 severe 
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10. Adriamycin 1 none % 
Cytoxan 2 mild 
Procarbazine 3 moderate 
4 severe 
11. Adriamycin 1 none % 
BCNU-Carmustine 2 mild 
Prednisone 3 moderate 
4 severe 
12. Adriamycin 1 none 0 "ci 
BCNU-Carmustine 2 mild 
Cytoxan 3 moderate 
Prednisone 4 severe 
Vincristine 
13. Adriamycin 1 none % 
Bleomycin 2 mild 
Dacarbazine 3 moderate 
Nitrogen Mustard 4 severe 
Prednisone 
Procarbazine 
Vincristine 
14. Adriamycin 1 none % 
DBD 2 mild 
Vincristine 3 moderate 
4 severe 
15. Alkeran 1 none 9-0 
5-FU 2 mild 
Melphalon 3 moderate 
4 severe 
16. Alkeran 1 none % 
Prednisone 2 mild 
3 moderate 
4 severe 
17. Alkeran 1 none % 
BCNU-Carmustine 2 mild 
Cytoxan 3 moderate 
Prednisone 4 severe 
Vincristine 
18. ARAC 1 none % 
Daunomycin 2 mild 
3 moderate 
4 severe 
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19. Bleomycin 1 none 0 () 
2 mild 
3 moderate 
4 severe 
20. Bleomycin 1 none % 
Vincristine 2 mild 
3 moderate 
4 severe 
21. Bleomycin 1 none % 
Prednisone 2 mild 
Vincristine 3 moderate 
4 severe 
22. Cis-Platinum 1 none % 
2 mild 
3 moderate 
4 severe 
23. Cytoxan 1 none % 
2 mild 
3 moderate 
4 severe 
24. Cytoxan 1 none % 
DBD 2 mild 
Prednisone 3 moderate 
4 severe 
25. Cytoxan 1 none % 
5-FU 2 mild 
Methotrexa te 3 moderate 
Prednisone 4 severe 
26. Cytoxan 1 none % 
L Pam 2 mild 
Prednisone 3 moderate 
Vincristine 4 severe 
27. Cytoxan 1 none % 
Methotrexate 2 mild 
5-FU 3 moderate 
4 severe 
28. Cytoxan 1 none % 
Prednisone 2 mild 
3 moderate 
4 severe 
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29. Cytoxan 1 none 0 "6 
Prednisone 2 mild 
Vincristine 3 moderate 
4 severe 
30. Daunomycin 1 none % 
Vincristine 2 mild 
3 moderate 
4 severe 
31. 5-FU 1 none % 
2 mild 
3 moderate 
4 severe 
32. 5-FU 1 none % 
Methyl 2 mild 
3 moderate 
4 severe 
33. 5-FU 1 none % 
Methyl 2 mild 
Streptozotocin 3 moderate 
Vincristine 4 severe 
34. 5-FU 1 none % 
Streptozotocin 2 mild 
Vincristine 3 moderate 
4 severe 
35. L Pam 1 none % 
Prednisone 2 mild 
Vincristine 3 moderate 
4 severe 
36. CCN U-Lomustine 1 none % 
Cytoxan 2 mild 
Vincristine 3 moderate 
4 severe 
37. CCNU-Lomustine 1 none % 
Procarbazine 2 mild 
Vincristine 3 moderate 
4 severe 
38. Methotrexate 1 none % 
2 mild 
3 moderate 
4 severe 
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39. Streptozotocin 1 none % 
2 mild 
3 moderate 
4 severe 
40. Vincristine 1 none % 
2 mild 
3 moderate 
4 severe 
Comments? : 
Thank You. 
APPENDIX K 
INFORMED CONSENT FORM 
Behavioral Interventions in the Treatment of Cancer 
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I wish to participate as a research subject in a study that is part of 
a research program investigating behavioral and psychological side . effects 
of cancer chemotherapy and the role of behavioral training in reducing 
such side effects. I understand that the goal of this research is to deter-
mine patients' attitudes regarding behavioral training. 
I understand that I have been consider ed for participation in this 
research because I am receiving chemotherapy , and that I wil l not neces-
sarily receive direct benefit from my participation. I do know that this 
research may benefit future chemotherapy patients by increasing our under-
standing of patients' attitudes regarding psychological methods of symptom 
control. I understand that I will be asked to fill out four ( 4) question-
naires. My participation will take no rrore than 20-30 minutes. 
I understand that I may refuse to answer any questions I wish and 
that I may terminate participation at any time, without prejudice. I under-
stand that my participation is voluntary. 
I understand that my responses to the questionnaires will be held in 
strict confidence and that only those individuals who are members of the 
research team shall have access to my answers. At no time will my identity 
be made known without my separate consent , except when specifically re-
quired by law. I give William H. Redd, Ph.D., and his research assistant, 
Cobie Hendler, permission to pub I ish the results of the research in which I 
am involved (with the provision that my identity is not disclosed). 
I also understand that at no time will I incur costs as a result of my 
participation in this experiment. If I have any questions, I may call 
William H. Redd, Ph.D., or Cobie Hendler ( 333-0040) and they will meet 
with me to answer any questions I might have at any time and to discuss 
the results of the study. If the study design or the use of the information 
is to be changed, I will be so informed and my consent reobtained. 
In signing this Consent Form, I acknowledge receipt of a copy of this 
Form as well as a copy of the "Subjects Bill of Rights." 
Patient's Signature: 
---------------------
Date: 
Witness: 
I hereby 
subject by 
certify that the foregoing document was explained to the 
(name of invest igator), 
was read and signed voluntarily 
mind and not under distress. 
--:----:---:------:---c----:-:--.,----:-----:--e-----,-b y the subject, who appeared of sound 
Date: Witness: 
--------------
Date : Witness : 
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